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INTRODUCTION
Compared to the use of balloon angioplasty alone, endovascular treatment of aortic coarctation in adults with the use of stents has shown favourable results and a reduction in complications. (1) The patient had undergone multiple orthopaedic surgeries on both knees as well as repeated surgeries for iritis, one of which was complicated and required enucleation of the left eye.
She also had severe subcapsular cataracts from chronic steroid therapy for her joint pains. Her past medical history includes a right carotid to right subclavian bypass in 1994 (no details were available), thyroidectomy for papillary carcinoma and treated pulmonary tuberculosis. (to minimise cardiac output and potential stent displacement), the stent was deployed at 8 atm for ten seconds. A second inflation was performed at 10 atm for seven seconds, following which, the peak-to-peak gradient fell to 12 mmHg (Fig. 4) . Contrast angiography showed a good angiographic result with no evidence of further dissection or contrast extravasation. The patient was discharged uneventfully the following day with clopidogrel 75 mg for a month, continued with 325 mg of aspirin.
Six months after the procedure, her blood pressure control improved and her antihypertensives were reduced to two medications. Repeat CT imaging (ten months post-procedure)
showed that the stent was widely patent, without evidence of neointimal hyperplasia or stenosis (Fig. 5) .
DISCUS SION
Although it has been previously described, coarctation of the aorta presenting as acute coronary syndrome is rare. (3, 4) This condition is associated with premature coronary artery disease, therefore a coronary angiogram would be indicated in such a presentation. (5) Significant coronary artery disease was excluded in our patient, but it remains uncertain if the abovementioned events were related to episodes of coronary vasospasm or severe hypertension. Singapore Med J 2013; 54(1) : e7
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This case demonstrates the challenges in the management of elderly patients. The therapeutic goal in this patient was to reduce the coarctation gradient in order to facilitate better blood pressure control, as well as reduce possible episodes of hypertensive crises and further myocardial injury. While current data suggest that the repair of coarctation of the aorta improves blood pressure control in many patients, (6, 7) some are left with significant hypertension, especially those treated late in life. However, most case series have demonstrated better blood pressure control with fewer medications needed in patients. (8) Unfortunately, these studies are limited by small sample size and few of them addressed patients older than 60 years of age.
The presence of a highly calcified and long segment of stenosis also presents a technical challenge. Surgical treatment is challenging and a bypass procedure would be a consideration.
With areas of circumferential calcification, as in this case, balloon dilatation may fail to achieve adequate expansion.
There is also the risk of aortic rupture and dissection to contend with in this unique population with longstanding hypertension and associated atherosclerotic disease.
We initially planned to address our patient's lesion in a staged manner to reduce the risk of rupture with deliberate underdilatation of the coarctation (with or without stenting), followed by a second, more definitive procedure. The dissection following the 10-mm balloon dilatation led us to proceed with Pe a k-to -p e a k g r a di e nt 70 mm H g
4b
Pe a k-to -p e a k g r a di e nt 1 2 mm H g stenting. We chose a bare metal stent as our first approach, as we were uncertain if a covered stent could be expanded to the minimum recommended diameter of 12 mm. The result with the Palmaz XL 3110 stent was angiographically and functionally very satisfactory, and we chose not to risk further expansion.
This case illustrates the percutaneous approach as a viable option for patients with aortic coarctation, even in the presence of severe calcification. The improvement in blood pressure control after treatment shows that elderly patients can benefit from this therapy. However, the treatment of these patients should be individualised and done in close consultation with a team of congenital cardiologists and surgeons. Covered stents should be made available in the event of an aortic rupture or severe dissection. Surgical backup should also be available during these procedures. Close follow-up would be mandatory in order to access the long-term outcomes of these procedures.
